of pus, estimated at half a pint, escaped. A drainage-tube was inserted. The temperature next day was normal and convalescence has since been uneventful. A bacteriological investigation of the pus failed to show the presence of any organism.
DISCUSSION.
Mr. PHILIP TURNER desired to emphasize the prolonged interval between the patient's residence abroad and the appearance of the first abscess; also the long interval between the first and second abscess. There was no mention of any amceme being found in the pus in the first abscess. Owing to these liver abscesses the substance of the liver must be, by now, considerably destroyed.
Dr. J. G. EMANUEL (Birmingham) asked as to the possibility of these abscesses being suppurating hydatid cysts. Twelve years ago he described' a case of a suppurating hydatid cyst in the liver, which had recurred after an interval of ten years. Dr. ESSEX WYNTER said he had had experience of a trooper who was in the Egyptian campaign and who had been struck by a horse's hoof in the liver region. He was admitted to Middlesex Hospital with an abscess of the liver, which discharged through the lung. The character of the sputum was typical, but he believed there were no organisms found. Possibly a severe blow might lead to necrosis of the liver and abscess.
Mr. TURNER replied that there was no trace of a hydatid cyst, though such was looked for. I Lancet, 1900 I Lancet, , ii, p. 1134 Case of Polio-encephalo-myelitis associated with Optic Neuritis, Nephritis, and Myocarditis.
By ARTHUR F. HERTZ, M.D., and W. JOHNSON, M.D.
E. K., AGED 12k, was admitted into Guy's Hospital on March 5, 1912, for paralysis of the left side. This had developed suddenly the same day; the patient fell down, and on being picked up was found to have lost the use of his left arm and leg.
On admission his pulse was 54 and temperature 970 F. He was semniconscious; he could not move his left arm or leg at all, and there was some weakness on the left side of the face. His right pupil was smaller than the left. Both knee-jerks were present, the left being exaggerated; an extensor plantar reflex, diminished abdominal reflex, and ankle clonus were present on the left side only. There was some twitching of the right side of the face. Incontinence of urine and faeces was present. The heart was greatly dilated and a loud systolic murmur was heard at the apex, but there was no history of rheumatism, scarlet fever or previous cardiac disease. The case was diagnosed as cerebral embolism.
The patient became fully conscious the next day. A tremor now occasionally affected the right arm and leg. There had never been any rigidity of the arm and only slight rigidity of the leg; but in the course of three days both became completely flaccid and the tendon reflexes disappeared, but the extensor plantar reflex remained. The knee-jerk and ankle-jerk disappeared from the right side also, but there was only a very slight degree of weakness in the right leg. The temperature had hitherto only been taken in the mouth, where it was normal; the rectal temperature, however, was now found to be 101,20 F. The pulse was still very slow, but the cardiac condition was otherwise unaltered. On March 8 complete paralysis of the left external rectus muscle developed. Lumbar puncture showed that the cerebrospinal fluid was under increased pressure; it contained numerous lymphocytes and polymorphonuclear cells in approximately equal numbers, but no organisms could be detected. Definite optic neuritis was present, which was more marked on the left side than on the right.
On March 16 some atrophy of the left side of the tongue was noticed. On March 20 marked hbmaturia developed, and the urine contained many pus cells and granular casts in addition to blood. The urine became normal again in about ten days.
The patient gradually regained some power in the left leg and to a less extent in the left arm. Slight wasting of the affected muscles took place, but there was no loss of electrical excitability. In the course of the next four months the knee-jerks reappeared on both sides; the knee-jerk and arm-jerks became exaggerated on the left side, on which well-marked patellar and ankle clonus also developed. The plantar reflex remained extensor on the left side. The temperature gradually fell to normal in the course of three weeks. The systolic murmur became less distinct and the heart less dilated. The paralysis of the left external rectus did not disappear until October.
At the present time the patient has recovered to a very considerable extent. There is now scarcely any evidence of the optic neuritis. The left arm is very weak, but the left leg is comparatively slightly affected. The jerks on the left side are still exaggerated, and the plantar reflex extensor. The urine is now normal, and the heart is normal except for an occasional faint systolic apical murmur.
The subsequent history showed that the original diagnosis of embolism was incorrect; acute polio-encephalo-myelitis seems a more probable, diagnosis. The same toxins which affected the nervous system probably caused the myocarditis and nephritis.
Dr. HERTZ said his colleague and he were anxious to hear suggestions as to what could be the cause of the widespread localization of the disease. He thought it was possibly a case of infection with the unknown organism which produced poliomyelitis and polio-encephalomyelitis. Dr. F. E. Batten had suggested that it might be a case of infective endocarditis, that the hemiplegia and sixth nerve paralysis were embolic, and that the nephritis was the result of the infective endocarditis. Against that diagnosis was the sudden onset, the loss of consciousness, and the rapid recovery from the acute symptoms. Lastly, it was possible that the condition was due to some other infection of the brain, spinal cord, myocardium and kidneys.
Dr. PARKES WEBER did not see why it might not almost equally well have been a case of cerebral embolism from non-malignant (rheumatic?) endocarditis, in spite of the absence of any history of preceding rheumatism. In a patient with rheumatic mitral valve disease, under treatment in the hospital, he (Dr. Weber) had seen the occurrence of temporary heimiplegia from cerebral embolism cause the immediate appearance of Babinski's sign on the affected side. But he could not understand why there should have been any temporary hemiatrophy of the tongue (nor would one expect optic neuritis in nonmalignant endocarditis). That was an objection against the cerebral embolism suggestion.
The PRESIDENT remarked that in embolism in children with simple hemiplegia one did not often find there was loss of consciousness.
Case of Bilateral Atrophy of the Face. By ARTHUR F. HERTZ, M.D., and W. JOHNSON, M.D.
T. T., AGED 26, is the only member of his family affected in this way. He had double otorrhoea from infancy up to the age of 14; there has been no recurrence of this, but he is rather deaf. Six years ago he had a cut on the right side of his face which did not suppurate, and healed rapidly. Two years ago he noticed some puffiness under the eyes, which gradually passed away, but his face, especially the right side, from this time became progressively thinner. This became so
